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ABSTRACT 
 Introduction: Due to medical advancements the rate at which individuals are 
surviving burns has increased; these improvements in survival rates have led to an 
increased need for research focused on social reintegration among individuals post-burn 
in order to improve their reintegration back into society and their psychosocial wellbeing 
(Attoe & Pounds-Cornish, 2015). Description: The aim of this project was to evaluate 
the social reintegration program in place at the Firefighter Burn Center at Regional One 
Health. The effectiveness of the program was evaluated through the use of three 
questionnaires that focused on quality of life, satisfaction with services, and importance 
in supports during the rehabilitation process. Theoretical Perspective and Evidence: 
The theoretical perspectives utilized in the social reintegration program at this site are the 
Person-Environment-Occupation Model and the social cognitive theory. These theories 
interact to form the foundation of the social reintegration program and provide 
explanation for why the mechanisms of action of the reintegration program are effective. 
Results: Data analysis was conducted and compared with published data from burn units 
throughout the country.  Results revealed that participates at the site reported higher 
levels of satisfaction with services provided related to reintegration. It also revealed, that 
compared to published data from similar peers, the individuals at the site had clinically 
 
 vii 
significant positive results for social reintegration and quality of life outcomes. 
Conclusion: The evaluation revealed the effectiveness of a social reintegration program.  
The project highlights the important characteristics of a program include: goal-setting, 
peer support, and being treated in an environment with other individuals with burns. 
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CHAPTER ONE: INTRODUCTION 
Introduction  
Each year, in the United States, more than 2 million individuals sustain a burn 
injury with 40,000 requiring hospitalization (Phoenix Society, 2019; American Burn 
Association, 2016; Cartwright et al., 2019). Due to medical advancements, the rate at 
which individuals are surviving burns has increased, with a 96.8% survival rate 
(American Burn Association, 2016; Goverman et al., 2016; Stoddard, Ryan, & Schneider, 
2015). These improvements in survival rates over the past several decades have led to an 
increased need for research focused on the recovery process of the burn injury, including 
research on social reintegration in order to improve an individual with a burn injuries 
overall reintegration back into society and their psychosocial wellbeing (Attoe & Pounds-
Cornish, 2015; Goverman et al., 2016; Rowan et al., 2015; Sen, Palmieri, & Greenhalgh, 
2014; Wiechman & Patterson, 2004). Individuals with burn injuries often report that their 
psychosocial needs were not met during the rehabilitation process with 44% reporting 
they did not receive the needed supports (Wisely & Tarrier, 2001). Furthermore, Kleve 
and Robinson (1999) reported that 24% of outpatient patients and 56% of inpatient 
patients report that their psychosocial needs were not met illustrating the need for 
psychosocial services to be provided throughout an individual’s recovery process, 
particularly during their inpatient stay. 
The gap in knowledge of evidenced based social reintegration programs that 
produce positive results is a concern for individuals post burn injury due to their need and 




Having evidenced based interventions to guide social reintegration rehabilitation would 
ensure the greatest quality of care to each patient which enhances their ability to reengage 
in their life. This gap in research is also a concern for the field of occupational therapy as 
the role of the occupational therapist is to provide evidence-based quality care to each 
patient to allow them to engage in their meaningful occupations after injury (American 
Occupational Therapy Association, 2014). 
The Problem and Occupational Therapy 
A burn injury can have significant lasting impact on an individual’s ability to 
perform meaningful occupations and can create major disturbances in their roles and 
routines (McGourty, Givens, & Fader, 1985). Occupations often impacted by burn 
injuries are employment, self-care tasks, social participation, and leisure activities (Mata 
et al., 2017; Cheng & Rogers, 1989; McGourty, Givens, & Fader, 1985).  Severe burn 
injuries can lead to substantial disruption in occupational roles due to reduced endurance, 
impaired grip strength, and decreased upper extremity skills (Cheng & Rogers, 1989). 
Furthermore, individuals with a burn injury face challenges in psychological adjustment 
when readjusting to life after the injury (McGourty, Givens, & Fader, 1985; Mata et al., 
2017). Occupational therapists play an integral role in the rehabilitation of patients after a 
burn injury in all of the aforementioned outcomes of injury in order to allow them to 
engage in the activities that they need and want to do on a daily basis (Mata et al., 2017; 
Cheng & Rogers, 1989; McGourty, Givens, & Fader, 1985).   
Occupational therapists use their unique lens to optimize an individual’s 




objects within the environment (Cheng & Rogers, 1989; McGourty, Givens, & Fader, 
1985).  Through engagement and participation in meaningful occupations occupational 
therapist enable improvements in an individual’s health and well-being to allow them to 
live a full physical, mental, and social life (Mata et al., 2017; Cheng & Rogers, 1989; 
McGourty, Givens, & Fader, 1985). Occupational therapists also work with patients to 
empower and enable them to have positive self-esteem so they are able to more easily 
adjust to their new appearance after their injury and have the ability to communicate with 
others about their injury (McGourty, Givens, & Fader, 1985; Cheng & Rogers, 1989).  
In particular, social reintegration is an area of concern for occupational therapy as 
it is an important occupation that impacts overall quality of life and relates to our 
activities of daily living, such as bathing, dressing, and feeding, that enable us to live in a 
social world and fulfil social roles (Mata et al., 2017; American Occupational Therapy 
Association, 2014). Furthermore, engagement in many of our occupations occurs within a 
social environment where individuals need to be able to navigate the social interaction 
demands and communicate with others (Mata et al., 2017; American Occupational 
Therapy Association, 2014). It is within a social network where individuals establish 
meaningful relationships, develop their identity, and form feelings of belonging (Mata et 
al., 2017; American Occupational Therapy Association, 2014). It is imperative that 
individuals post burn receive adequate, research driven social reintegration support 
throughout their rehabilitation (Mata et al., 2017).  
The Problem’s Impact on Individual 




their psychosocial wellbeing as a result of pain, contractures, scarring, body image 
impairments, disfigurement, post-traumatic stress, low energy, and depression related to 
their burn injury (Stoddard et al., 2015; Kornhaber, Wilson, Abu-Qamar, & McLean, 
2014; Moi, Haugsmyr, & Heisterkamp, 2016). One-year post injury the rates of Post-
traumatic Stress Disorder (PTSD) is particularly high, ranging from 18% to 45% of 
individuals impacted by a burn injury (Wilson et al., 2011). Patients with minor burns, 
based on total body surface area burned (TBSA), are not immune to psychological issues 
post burn, with individuals with minor burns experiencing psychological issues six to 
eight months post burn (Dahl, Wickman, & Wengstrom, 2012). Due to the multiple 
complications post burn injuries, individuals with burns experience physical, social, and 
emotional challenges that impact their ability to reintegrate into society (Kornhaber et al., 
2014; Moi et al., 2016; Cartwright et al., 2019; Nguyen et al., 2016).  
As a result of the physical problems associated with a burn injury, individuals 
often feel socially isolated and have lower self-esteem due to the burn injury which 
impacts their ability to reintegrate into society post burn (Kornhaber et al., 2014; Lee & 
Yom, 2013; Kornhaber, Wilson, Abu-Qamar, McLean, & Vandervord, 2015). The 
trauma and difficulty with adjusting post burn injury can have lasting impacts on an 
individual’s psychosocial wellbeing because of the change in roles, routines, and 
occupations that are often experienced (McAleavey et al., 2018; Cartwright et al., 2019; 
Attoe & Pounds-Cornish, 2015). 
The Model of The Problem 




psychosocial outcomes such as decreased ability/ desire to engage in social 
participation, poorer mental health, a decline in physical function, decreased quality of 
life, and difficulty returning to work that interferes with their social and community 
reintegration (Van Loey & Van Son, 2003; Attoe & Pounds-Cornish, 2015; Goverman 
et al., 2016; Rowan et al., 2015; Sen et al., 2014; Stoddard et al., 2015). The problem 
derives from inadequate services focused on social reintegration post burn injury that 
then lead an individual to experience decreased social participation and ability to 
socially connect with others. 
Individuals who experience a severe burn go through long term hospitalization 
and a change in appearance due to their burn injury (Van Loey & Van Son, 2003; Din, 
Shah, Asadullah, Jamal, & Bilal, 2015). This long-term hospitalization and change in 
appearance leads to a change in life roles, routines, and occupations and a 
compromised psychosocial functioning (Lawrence, Fauerbach, Heinberg, & Doctor, 
2004; Din et al., 2015; Roh, Chung, Kwon, & Kim, 2012). A mediating factor that 
effects the change in roles, routines, and occupations and compromised psychosocial 
functioning is inadequate services focused on social reintegration and psychosocial 
wellbeing provided to patients during their recovery process (McAleavey et al., 2018; 
Ohrtman et al., 2018). This disruption in roles, routines, and occupations and 
compromised psychosocial functioning can lead to emotional distress, functional 
decline in ability to engage in meaningful occupations, and social isolation (Lawrence 
et al., 2004; Din et al., 2015; Van Loey & Van Son, 2003; Martin, Byrnes, McGarry, 




participation and a decline in ability for social reintegration post discharge from the 
hospital (Ohrtman et al., 2018; Martin et al., 2017a). Figure 1. illustrates the model of 
the problem. 
 
Figure 1: Model of the Problem 
Social participation is often challenging to address within an individual’s 
hospital stay, as hospitals are often focused on keeping an individual alive while their 
overall health and well-being is often overlooked (Boyd & Hunsberger, 1998; 
Patterson et al., 1993). This becomes particular problematic when the individual is 
hospitalized for a long period of time and they have changes in their physical, mental, 
and emotional well-being. Once an individual is medically stable the policies set in 
place by a hospital, due in part to reimbursement sources, ensure that patients are 
discharged as soon as possible. Furthermore, since a hospital’s main focus is on the 
medical aspect of an individual, they often lack the opportunities for individuals who 




& Hunsberger, 1998; Linder & Seitz, 2017; Knoester, Grootenhuis, & Bos, 2007). 
In addition, a decline in the ability to socially reintegrate after a burn limits 
development of roles and routines they had prior to their injury (Waqas et al., 2018; 
McAleavey et al., 2018; Ohrtman et al., 2018). As mentioned previously, this problem 
is a huge concern for the given population because of the many psychosocial factors 
that are impacted by a burn injury (McAleavey et al., 2018). The decline in ability to 
reintegrate after a burn injury is not just a concern for the individual but to society as a 
whole. If the individual has emotional distress and exhibits a decline in their 
occupational performance, they are going to be less productive members of society; 
they may be unable to participate in valued occupations, work or volunteer activities 
(Waqas et al., 2018).  
Theory 
 Although there is limited literature that directly cites theory in relation to 
social reintegration for individuals post burn injury. Two theories were utilized to guide 
this capstone project, the Person-Environment-Occupation (PEO) model and the social 
cognitive theory. Together these theories help explain the mechanisms of the different 
techniques utilized in a social reintegration program. 
Person-Environment-Occupation 
 The PEO model is made up of three major components: person, environment, 
and occupation and focuses on the interaction of these three components (Law et al., 
1996). The person domain takes a holistic perspective to view the individual as a whole 




cultural background, sensory abilities, and self-concept (Law et al., 1996). The 
environmental domain includes an individual’s physical, social, cultural, and institutional 
environments (Law et al., 1996). The occupation domain includes the everyday activities 
an individual engages in that are meaningful and desired and provides them with 
fulfillment (Law et al., 1996). These three domains are interrelated and their outcome 
impacts the individual’s occupational performance (Law et al., 1996). See Figure 2. 
 
Figure 2: PEO Model 
There are certain assumptions that are characteristic to the PEO model that are 
about each component and the components interactions (Law et al., 1996). The model 
assumes that an individual is dynamic, they are motivated, and they are constantly 
interacting with the environment; that the environment is not static and that the 
environment has the potential to enable occupational performance; that individuals 
have a desire to engage in their occupations for fulfilment of personal roles (Law et al., 
1996).  The model assumes that person, environment, and occupation are constantly 
interacting and that the closer they overlap and interact the better the occupational 




Using the PEO model as a guide to understand social reintegration for individuals 
post burns, the problem occurs when there is a change in one or multiple components- 
person, environment, or occupation that then affect a person’s occupational performance 
as it relates to social participation (Law et al., 1996). An individual can often have a 
change in their physical performance, health status, role, and self-concept (person 
component);  physical, social, and institutional environment (environment component); 
occupational engagement due to a cessation in their everyday routines and activities in 
which they formerly engaged. These changes, in person, environment, and occupation, 
then impact an individual’s ability to engage in social reintegration once they leave the 
hospital. There needs to be a person-environment-occupation fit to optimize an 
individual’s ability to reintegrate into society following a burn injury (Law et al., 1996).  
The PEO model is not cited directly within the burn literature but is often utilized 
throughout the burn rehabilitation process to optimize an individual’s social reintegration 
and to focus on the psychosocial aspects that impact social reintegration post-burn. 
McAleavey et al. (2018) highlighted that the three important domains of burn recovery 
are medical, functional, and psychological. An individual’s overall quality of life and 
well-being are impacted post burn by their medical condition, their functional abilities, 
and their psychological health that all impact the individual’s ability to socially 
reintegrate back into society (Van Loey & Van Son, 2003; McAleavey et al., 2018). The 
rehabilitation process needs to address these three domains in order to provide the best 
overall recovery for individuals with a burn injury (McAleavey et al., 2018). The three 




from the PEO model (Law et al., 1996). Medical status, functional abilities, and an 
individual’s psychological health are all major components that make up an individual 
and contribute to their rehabilitation progress (McAleavey et al., 2018).  
The literature currently supports individualized goal setting as an important part 
of the recovery process for individuals impacted by burn injuries as it has been found to 
have a positive impact on their ability to reintegrate into society (Kornhaber et al., 2014; 
Martin, Byrnes, McGarry, Rea, & Wood, 2017b; Wiechman et al., 2015). Individualized 
goal setting is congruent with the PEO model as individualized goal setting involves 
being patient-centered and being holistic (Law et al., 1996; Kornhaber et al., 2014; 
Martin et al., 2017b; Wiechman et al., 2015). Individualized goal setting allows both the 
practitioner and the participant to develop goals that target improvements in person, 
occupation, and/or environment and determine the steps that are needed to attain each 
goal (Kornhaber et al., 2014; Martin et al., 2017b; Wiechman et al., 2015).  
Furthermore, the current research in burn rehabilitation also highlights the 
importance of occupations, specifically the ability to engage in work and expected daily 
roles (Öster, Kildal, & Ekselius, 2010; Mackey et al. 2009: Dahl et al. 2012; Xie, Xiao, 
Zhu, & Xia, 2012; Moi et al., 2016; McAleavey et al., 2018; Orwelius et al., 2013). The 
PEO model states that the ability to engage in meaningful occupations is a fundamental 
component to overall quality of life and wellbeing (Law et al., 1996). The need to deliver 
services that focus on optimizing an individual’s ability to engage in occupations is well 
recognized in the literature with many studies indicating its importance on psychosocial 




& Ekselius, 2010; Attoe & Pounds-Cornish, 2015; Mackey et al. 2009: Dahl et al. 2012; 
Xie, Xiao, Zhu, & Xia, 2012; Nguyen et al., 2016; Moi et al., 2016; McAleavey et al., 
2018; Orwelius et al., 2013).  
Social Cognitive Theory 
Another theory that aligns with social reintegration programs for individuals post 
burn injury is the social cognitive theory. The social cognitive theory focuses on how the 
social context and the environment interact to impact an individual’s ability to engage in 
occupations. A main mechanism of the social cognitive theory is self-efficacy. Self- 
efficacy is an internal belief in one’s capabilities to perform in a situation (Bandura, 
1977). An individual's self- efficacy expectations determine how much effort they will 
maintain in the face of obstacles (Bandura, 1977). If an individual has a strong perceived 
self-efficacy the more active effort an individual will put into the task, such as socially 
engaging with others (Bandura, 1977). Thus, inclusion of self-efficacy is an important 
factor for inclusion in any social reintegration program to facilitate occupational 





Figure 3: Social Cognitive Theory 
The mechanisms of action for self-efficacy are mastery experiences, social 
modeling, social persuasion, and physical and emotional arousal (Bandura, 1977). 
Mastery experiences occur when an individual has success with an activity which then 
increases their self-efficacy for that activity and they are more likely to continue to 
engage in the activity in the future (Bandura, 1977). Social modeling occurs when an 
individual witnesses’ others with similar abilities succeed at an activity, they then also 
feel like they can succeed (Bandura, 1977). This then persuades them to engage in the 
activity because having a peer model allowed them to increase their self-efficacy by 
seeing success happen to a peer with similar abilities (Bandura, 1977). Social 
reintegration programs should offer opportunities for social modeling through peer 
support groups, peer volunteers, and having patients treated in the same environment. 
Social persuasion occurs when an individual is persuaded by others through feedback or 
encouragement that they are able to succeed in an activity, they will exert more effort in 




programs should provide opportunities for feedback and encouragement should be central 
in program development. Physical and emotional arousal is when an individual is able to 
cope with anxiety or stress related to an activity, then they are less likely to avoid the 
activity and they will feel capable of continuing to engage in the activity (Bandura, 
1977).  
When looking at the model of the problem through a social cognitive theory lens, 
the problem occurs when an individual does not have the self-efficacy needed to engage 
in social participation and reintegration (Moi, Vindenes, & Giengedal, 2008). A decrease 
in self-efficacy in an individual’s engagement in social participation can occur after a 
burn injury due to the changes in social contexts, the lack of services provided to 
individuals focused on their reintegration, and changes in appearance that may hinder an 
individual from engaging in social participation at their pre-injury level (Moi et al., 
2008). The decrease in self-efficacy can then further cause a disruption in roles, routines, 
and occupations, and lead to further compromised functioning, emotional distress, and 
further social isolation which all impact an individual’s ability to socially reintegrate after 
a burn injury (Moi et al., 2008). 
After a burn injury, individuals often experience a period of distrusting their own 
abilities and a decline in self-efficacy, by including components of the social cognitive 
theory into rehabilitation, which can help to facilitate social reintegration (Moi et al., 
2008). If individual’s experience mastery experiences, they will be more likely to then 
engage in these same occupations once they leave the hospital (Blakeney, Rosenberg, 




an individual’s engagement in their occupations because individuals are able to realize 
their potential to engage in the occupation when they see others do it. They also are more 
likely to be socially persuaded by individuals with previous burn injuries because they 
are more susceptible to their advice and opinion (Kornhaber et al., 2015; Lee & Yom, 
2013; Kornhaber et al., 2014). Further, therapists are critical in helping individuals 
develop coping skills to deal with the anxiety and stress of social reintegration so that 
they are more likely to engage in social participation after their hospitalization 
(Kornhaber et al., 2014; Davis et al., 2014; Attoe & Pounds-Cornish, 2015; Rossi, Costa, 
Dantas, Ciofi-Silva, & Lopes, 2009). Improving self-efficacy in social interactions equips 
individuals with the belief that they possess the ability to achieve success in engagement 




CHAPTER TWO: EVIDENCE BASE TO SUPPORT THE PROJECT 
 
The treatment of individuals with a burn injury includes interventions focused on 
optimizing the psychological, emotional, and physical function of the individual to allow 
them to continue to engage in a social world (Attoe & Pounds-Cornish, 2015; Goverman 
et al., 2016; Rowan et al., 2015; Sen et al., 2014). Chapter One illustrated the need for 
more research on interventions that target the social reintegration of individuals post burn 
injury. The focus of this project is a quality improvement activity examining the 
mechanisms of rehabilitation that aid in social reintegration in order to optimize a 
program’s ability to impact an individual’s capability to function at their pre-burn level. 
Currently, there is a growing base of research documenting that individuals post 
burn experience psychosocial difficulties and difficulty reintegrating into society (Davis 
et al., 2014; Pallua et al., 2003; Kornhaber et al., 2015; Badger & Royse, 2010; Lee & 
Yom, 2013; Grieve et al., 2018). However, there is little research investigating the 
different components of a social reintegration program and the effects that these 
programs have on an individual’s ability to reintegrate (Blakeney, Partridge, & Rumsey, 
2007; Attoe & Pounds-Cornish, 2015). Specific facets of psychosocial adjustments that 
are well documented within the burn literature are social participation and support, 
community reintegration, mental health, physical function, quality of life, and return to 
work; these facets all interact with one another and impact social reintegration 
(McAleavey et al., 2018; Davis, Gorgens, Shriberg, Godleski, &  Meyer, 2014; Blakeney 





Social participation and support programs 
Social participation includes an individual’s participation in social, domestic, and 
occupational domains that give an individual a sense of belonging and connection with 
others (Kornhaber et al., 2015; Kornhaber et al., 2014). Numerous studies have reported 
that having social support is imperative for an individual to reintegrate into society after a 
burn injury (Davis et al., 2014; Pallua et al., 2003; Kornhaber et al., 2015; Badger & 
Royse, 2010; Lee & Yom, 2013; Grieve et al., 2018). However, social reintegration for 
individuals post burn injury often comes with difficulties and can lead to feelings of 
social isolation (Davis et al., 2014; Kornhaber et al., 2015). One study by Pallua, 
Kunsebeck, and Noah (2003) shows that more serious burn injuries are associated with 
greater social withdrawal and a greater loss in the quantity of friends. Having positive 
social support or perception of social support can promote adaptability to a new idea of 
normal and can lead to improved mental health (Badger & Royse, 2010; Kornhaber et al., 
2015).  
A major component of social participation for individuals immediately post burn 
injury is peer support groups with other individuals who also have experienced a burn 
injury (Lee & Yom, 2013; Attoe & Pounds-Cornish, 2015; Davis et al., 2014; Grieve et 
al., 2018; Kornhaber et al., 2015). These support groups are based on the premise of the 
positive effects that a shared experience can have among individuals (Kornhaber et al., 
2014). Peer support groups for those who have experienced a burn have grown rapidly 
over the last couple of decades, due to the most current literature highlighting their 




that provides peer support and group meetings (Goverman et al., 2016; Ohrtman et al., 
2018; Blakeney et al., 2007). Both inpatient peer support and community peer support 
have been shown to be effective and valuable for individuals affected by a burn injury 
(Kornhaber et al., 2014; Kornhaber et al., 2015; Davis et al., 2014; Grieve et al., 2018). 
Peer support from an individual who also had a burn injury can provide empowerment, 
hope for the future, reassurance, and help with psychosocial adjustments by getting to 
interact with someone who has gone through similar experiences (Kornhaber et al., 2014; 
Kornhaber et al., 2015; Blakeney et al., 2007).  
The benefits of peer support within this population is understudied but is well 
documented for chronic diseases such as cancer, diabetes and spinal cord injuries; in 
these populations peer support groups are correlated with an increase in one’s self-
esteem, improvement in quality of life, a decrease in feelings of isolation, development of 
personal growth and reflection on one’s life, and are beneficial in giving an individual 
new meaning (Kornhaber et al., 2015; Davis et al., 2014). For those who have 
experienced a burn, it has been documented that peer support groups are correlated with 
an improvement in self-esteem, reduced incidence of depression, and a more positive 
body image (Kornhaber et al., 2015; Lee & Yom, 2013; Kornhaber et al., 2014). Grieve 
et al. (2018) conducted a cross-sectional study by of 601 individuals who had 
experienced a severe burn, based on TBSA and time in hospital, found that individuals 
who attended at least one support group scored significantly higher on social interactions, 
social activities, and work and employment domains compared to those who did not 




group had greater percentage TBSA and experienced a burn within the last ten years 
(Grieve et al., 2018). Another study involving only six participants highlighted the 
importance of a peer support group due to learning adaptive coping strategies, having a 
chance to tell their story, the facilitation of self- acceptance, and having the opportunity 
to define a new identity (Davis et al., 2014). Peer support was also found to benefit those 
providing the support through reduced stress, development of meaningful roles, and 
comfort in knowing they are helping someone else (Badger & Royse, 2010; Ramstad, 
Rothbauer, Wewerka, Miller, & Mohr, 2018). 
Community reintegration 
Community integration is an individual’s ability to participate in socially expected 
roles in the home, participate in leisure activities in the community, and be a productive 
member of society through means of work or education (Davis et al., 2014; Blakeney et 
al., 2007; Holavanahali et al., 2017). Individuals who have experienced a burn report 
community reintegration as a major obstacle (Cartwright et al., 2019; Kornhaber et al., 
2014; Nguyen et al., 2016). However, long-term psychosocial adaptation is dependent on 
successful integration into community life (Davis et al., 2014). Major barriers to 
reintegration for individuals with visible scarring include feelings of consciousness, 
embarrassment, fear of rejection, inquisitive questions, and comments and reactions from 
strangers (Martin et al., 2017a). Successful community reintegration is associated with an 
overall sense of well-being and a greater satisfaction with quality of life (Davis et al., 
2014; Blakeney et al., 2007). Those who experience a burn feel there is a need for 




hurtful situations when reintegrating into the community (Blakeney et al., 2014). 
Research is emerging in the area of community reintegration post burn injuries 
and the interventions that are effective in facilitating community reintegration (Blakeney 
et al., 2007; Nguyen et al., 2016). An effective community reintegration program 
involves gradual transition back into society, so an individual with a burn injury can 
readjust to being an active member of their family, their friend group, and their 
community. Community skills training and community outings while in the hospital 
provide an opportunity for patients to experience being in the community in a structured 
setting where they can learn how to adjust to the community given a new level of ability 
and appearance. Additionally, having daily occupational and physical therapy sessions 
that provide structure and increase an individual’s responsibility for their own recovery 
can be an effective component of a community reintegration program.  While in the 
hospital therapists also help with the transition back into the community through the 
education of community reintegration challenges and the development of a plan for 
responding to other’s reactions (Model Systems Knowledge Translation Center, 2019) 
Another common intervention to prepare individual’s for community reintegration 
is social interaction skills training. These training programs prepare individuals for social 
interaction outside the hospital, help them understand what happens in social interactions, 
and allows them an environment to practice effective social interaction strategies. A 
specific social skills intervention that is utilized to assist with reintegration for individuals 
with changes in physical appearance is the 3-2-1-GO! Strategy (Phoenix Society, 2019). 




individual reintegrate in the community by preparing a plan for uncomfortable social 
situations (Phoenix Society, 2019). A health care provider walks an individual through 
three things to do when someone stares at them, two things to say when someone asks 
them what happened to them, and one thing to think if someone turns away from them 
(Phoenix Society, 2019). 
Another intervention to prepare individuals for reintegration into the community 
is education of the community. It is important that the burn team not only prepare the 
individual with the injury but also prepare the community around them. This type of 
intervention occurs through the instruction on ways to ease an individual’s transition back 
into society, education through the burn process and recovery, and education on the 
individual with a burn injury’s level of ability. Video recordings of a patient can be sent 
to the community ahead of their transition back into society to allow them a chance to 
adapt to changes and anticipate any concerns they have. Education can also be distributed 
through handouts or pamphlets to key members of the community and members of the 
burn team may visit the community to educate important community members. 
Mental health 
Depression, anxiety, feelings of intense anger, and PTSD are universal months 
and years post burn injury (McAleavey et al., 2018; Davis, et al., 2014; Williams, Davey, 
& Klock-Powell, 2003). Moderate to severe depression was found in 43% of individuals 
2 years post burn injury (Wiechman et al., 2001). A study by Wasiak et al. (2014) found 
age of onset of burn injury and higher percentage TBSA were predictive of poorer mental 




male), dissatisfaction with appearance at discharge was found to be predictive of poor 
mental health outcomes 2 years later (McAleavey et al., 2018).  
The most studied intervention found to address mental health was the 
development of coping strategies during an individual’s hospital stay through education 
and training from healthcare providers. Developing coping strategies is an important 
factor in the rehabilitation process because it gives individuals a means to deal long-term 
with the trauma and change in life that resulted from their injury (Kornhaber et al., 2014; 
Davis et al., 2014; Attoe & Pounds-Cornish, 2015; Rossi et al., 2009). However, 
individuals who experience mental health complications such as periods of depression 
and anxiety frequently experience difficulty after a burn injury due to difficulty 
developing positive coping strategies (Kornhaber et al., 2014). It is important that coping 
strategies are established during hospitalization and focus on care of the whole individual 
(Wu et al., 2009). Coping strategies should focus on life after hospitalization and are 
often founded in behavioral approaches based on learning principles. Two behavioral 
approaches often utilized are social learning theories and cognitive restructuring where 
intervention targets the maladjusted behaviors. 
Another important intervention for overall improved mental health is structured 
support. Providing peer support throughout the recovery process is an effective 
intervention for positive mental health and is linked to decreases in depression 
(Kornhaber et al., 2015; Lee & Yom, 2013; Kornhaber et al., 2014). To get through the 
recovery process, individuals benefit from support and encouragement from family, 




others allows the individual to appreciate their successes and encourage them to continue 
to believe in their recovery for improved mental health (Kornhaber et al., 2015; Lee & 
Yom, 2013; Kornhaber et al., 2014). 
Physical Functioning 
The advancements in medical care have led to an improvement in physical 
functioning post burn (Attoe & Pounds-Cornish, 2015; Lee & Yom, 2013; Goverman et 
al., 2016; Stoddard et al., 2015). However, individuals with moderate to severe burns still 
experience difficulties in physical functioning post discharge (Kornhaber et al., 2014; Lee 
& Yom, 2013; Davis et al., 2014; McAleavey et al., 2018). For example, van Baar et al. 
(2006) conducted a literature review from 1966 to 2003 and found that 20% of 
participants affected by a burn injury presented with restrictions in their range of motion 
when engaging in functional tasks. Physical functioning difficulties post burns is a major 
determinant of poor psychosocial outcomes (Kornhaber et al., 2014; Lee & Yom, 2013; 
McAleavey et al., 2018) and is one of the best predictors of rehabilitation progress as it is 
correlated with quality of (Pallua et al., 2003). 
Individuals who have physical impairments post burn injury have more difficulty 
in engaging in fulfilling social roles due to feelings of social isolation and patterns of 
avoidance in social contact (Cartwright et al., 2019; McAleavey et al., 2018). Lee & Yom 
(2013), found that individuals who experienced a burn, with poor levels of physical 
functioning, presented with decreased levels of life integration and had more difficulty 
with social reintegration. Furthermore, they reported that individuals with higher levels of 




lower self-esteem (Lee & Yom, 2013).  
The recovery process to improve physical function begins in the hospital with the 
preservation of function through the use of positioning and splinting (Edgar & Brereton, 
2004). As an individual becomes more medically stable, interventions that target physical 
function include dressing changes, exercises, the application of pressure garments (Edgar 
& Brereton, 2004). Successful interventions for improved physical function include 
consistent exercise that are functional for the individual, and exercises to build strength, 
endurance, and increased range of motion (Edgar & Brereton, 2004). 
Quality of life 
Quality of life is the overall state of being that encompasses physical, mental, and 
social well-being (Chin et al. 2018; Cartwright et al., 2019). Burns can have significant 
impact on both short- and long-term quality of life (Patterson, Ptacek, Cromes, 
Fauerback, & Engrav, 2000; Attoe & Pounds-Cornish, 2015; Goverman et al. 2016; 
Cartwright et al., 2019; Chin et al. 2018; Blakeney et al., 2007). Some individuals report 
never achieving the same quality of life as prior to their burn injury while others report an 
improvement in their quality of life post burn (Attoe & Pounds-Cornish, 2015). An 
increase in length of hospital stay and unemployment are associated with a decreased 
quality of life (Low, A. J. F., Dyster-Aas, Willebrand, Ekselius, & Gerdin, 2012; 
Orwelius et al., 2013; Liang, Wang, Yao, Pan, & Wang, 2012). 
Among this population, decreased quality of life is often reported as a result of 
dissatisfaction with appearance, occupational difficulties, and social difficulties 




post injury when compared to peers without burn injury. Similarly, another study found 
that quality of life scores are significantly lower post burn when compared to pre burn 
scores (Goverman et al. 2016).  
Interventions that target quality of life often focus on the individual as a whole, 
targeting multiple aspects of their recovery, including physical, social, mental, and 
emotional wellbeing (Moi et al., 2016).  Interventions that focus on quality of life often 
focus on individualized treatment in engaging individuals in their premorbid activities 
and social circles (Moi et al., 2016). Quality of life improves with return to work and the 
development of a social network (Moi et al., 2016) 
Return to work 
An individual’s desire to return to work post illness or injury is well recognized in 
the literature and is one of the most common rehabilitation goals (Öster, Kildal, & 
Ekselius, 2010; Mackey et al. 2009: Dahl et al. 2012; Xie, Xiao, Zhu, & Xia, 2012; Moi 
et al., 2016; McAleavey et al., 2018; Orwelius et al., 2013; Nguyen et al., 2016). 
Returning to work has been identified across studies as one of the most important but also 
most challenging parts of recovery for individuals impacted by burn injury (Moi et al., 
2016; Attoe & Pounds-Cornish, 2015; Nguyen et al., 2016). Common factors that have 
been found to increase difficulties when returning to work include: burns to the hands and 
limbs that make tasks at the workplace difficult, hypertrophic scarring and contractures, 
pain, heat hypersensitivity, psychological issues, and forming relationships with other 
employees (Kornhaber et al., 2014; Öster et al., 2010).  




returning to work post burn injury (van Baar et al., 2006). Unemployment is a large 
concern for overall quality of life because unemployment is associated with lower quality 
of life and poorer physical and psychological health (Orwelius et al., 2013; Nguyen et al., 
2016; Attoe & Pounds-Cornish, 2015; Rossi et al., 2009). Returning to work is an 
important indicator in an individual’s overall adaptation and their ability to return to 
premorbid levels of social participation (Attoe & Pounds-Cornish, 2015 Öster et al., 
2010; McAleavey et al., 2018; Nguyen et al., 2016; Orwelius et al., 2013). 
There is limited literature on return to work programs, however, return to school 
programs for children are well documented in the literature (Nguyen et al., 2016; 
Holavanahalli, Badger, & Acton, 2017; Arshad et al., 2015). Return to school programs 
typically involve education for students and teachers about burns and the recovery 
process (Nguyen et al., 2016; Arshad et al., 2015). The literature suggests that return to 
school programs are beneficial because they help facilitate social reintegration and 
improve support provided by peers and teachers that enable an individual to feel a sense 
of belonging (Nguyen et al., 2016; Arshad et al., 2015).  
Interventions that optimize an individual’s ability to return to work are 
individualized work training, psychological assistance, resources provided by healthcare 
professionals, social support, and education provided to coworkers (Kornhaber et al., 
2014; Öster et al., 2010; Nguyen et al., 2016). A supportive social work environment is a 
major facilitator for an individual’s confidence and sense of work security in the work 
place (Nguyen et al., 2016). Social and psychological difficulties are reported as reasons 




of recovery are essential during the rehabilitation process. (Öster et al., 2010; McAleavey 
et al., 2018).   
Psychosocial 
Throughout the literature, interventions have been designed to address the 
aforementioned components (social participation and support, community reintegration, 
mental health, physical function, quality of life, and return to work) of psychosocial 
recovery and social reintegration post burn injury. Interventions focused on improving 
psychosocial health are important in social reintegration because they optimize an 
individual’s psychological health, their ability to function, and their social participation. 
However, there is a lack of research on current interventions that look specifically at 
psychosocial interventions and social reintegration within the burn literature (Stoddard et 
al., 2015). Furthermore, the components of current interventions are poorly described to 
allow for replication and comparison (Stoddard et al., 2015). There are gaps in the 
literature in areas of prevention of negative psychosocial outcomes, intervention designs 
and outcomes for social reintegration, and improving outcomes for psychosocial 
adjustment post burn. Interventions with documented success for improvement in social 
reintegration or psychosocial facets that impact social reintegration in individuals 
impacted by a burn include goal setting (Kornhaber et al., 2014; Martin, Byrnes, 
McGarry, Rea, & Wood, 2017b; Wiechman et al., 2015), positive coping strategies 
(Martin et al., 2017a; Attoe & Pounds- Cornish, 2015; Kornhaber et al., 2014; Davis et 
al., 2014), and peer support groups (Davis et al., 2014; Grieve et al., 2018; Kornhaber et 




Those who have gone through the goal setting process feel that it is imperative to 
have rehabilitation goals because they facilitate positive outcomes and return to work 
(Kornhaber et al., 2014; Martin et al., 2017b; Wiechman et al., 2015). A randomized 
control trial that compared standard outpatient services to standard outpatient services 
with an expanded care coordinator found no difference between the experimental and the 
control group’s outcomes because both groups benefited from individualized goal setting 
using the Goal Attainment Scale (Holavanahali et al., 2017). Developing realistic goals 
encourages hope and optimism in individuals who have experienced a burn injury 
because it provides motivation and a future to work toward (Martin et al., 2017b). The 
weakness of these studies is that none of them directly studied the effects of a goal setting 
group compared to a non-goal setting group (Holavanahali et al., 2017; Martin et al., 
2017b). These studies stated that individuals reported that they benefitted from using goal 
setting in their social reintegration recovery process but were not directly testing the 
effectiveness of goal setting (Holavanahali et al., 2017; Martin et al., 2017b; Kornhaber 
et al., 2014; Martin et al., 2017b; Wiechman et al., 2015). 
Developing positive coping strategies throughout the rehabilitation process has 
been shown to be an effective intervention in decreasing negative psychosocial outcomes 
(Martin et al., 2017a; Attoe & Pounds- Cornish, 2015; Kornhaber et al., 2014; Davis et 
al., 2014). Coping strategies are important in forming a psychosocial adaptation to a burn, 
helping an individual return to one’s life, and mitigating depression (Wu et al., 2009). 
Avoidant coping is associated with negative adjustment and poor psychopathology while 




coping strategies utilized throughout the recovery process that were associated with 
positive outcomes are humor, changing the self, positive reframing, and pre-empting 
questions (Martin et al., 2017a). Another common copying strategy that brings 
individuals with a burn injury comfort and acceptance of burn injury is to compare 
oneself to others to bring about a new perspective that the injury could have been worse 
(Kornhaber et al., 2014; Rossi et al., 2009; Gonçalves et al., 2011). Health care providers 
offer a crucial role in facilitating positive coping strategies among those with burn 
injuries to assist with social reintegration (Martin et al, 2017a). 
Participation in social support groups and networks is currently the most 
comprehensively studied intervention to address psychosocial difficulties among those 
with burns (Lee & Yom, 2013; Attoe & Pounds-Cornish, 2015; Davis et al., 2014; Grieve 
et al., 2018; Kornhaber et al., 2015). Interventions that have been utilized to increase 
social participation include social support groups, peer mentorship from individuals who 
have been through the recovery process previously, and additional support from 
healthcare professionals (Davis et al., 2014; Grieve et al., 2018; Kornhaber et al., 2015). 
Individuals with a burn injury identify peer support as very important factor in their 
recovery process (Sproul, Malloy, & Abriam-Yago, 2009). Currently, the majority of 
research on social support groups is descriptive in nature and does not include control 
groups for comparison. However, one study by Sproul et al. (2009), that used an 
experimental design with control groups found that individuals who participated in a 
form of peer support demonstrated statistically significant higher levels of hope. In this 




varying levels of peer support provided, thus illustrating that many different types of 
social support can produce positive results (Sproul et al., 2009). 
Participation in a peer support group meeting was found to lead to feelings of 
acceptance of self, perspective change, and a renewed value of belonging to a community 
(Lee & Yom, 2013; Davis et al., 2014; Attoe & Pounds-Cornish, 2015; Kornhaber et al., 
2014). Davis et al. (2014) found that involvement in a group for a minimum of six 
sessions was associated with positive experiences that facilitate psychosocial recovery. A 
major role for health care providers in facilitating psychosocial recovery is the 
development of these groups and peer interactions in a safe, comfortable environment 
and empowering and encouraging/facilitating access to peer support (Kornhaber et al., 
2014). 
Limitations of studies 
The aforementioned studies should be interpreted with caution due to the limited 
generalizability of the results. The sample sizes on a number of the studies was quite 
small (under 50 participants) (Xie et al., 2011; Nguyen et al., 2016; Davis et al., 2014; 
Martin et al., 2017a; Kornhaber et al., 2015; Wiechman et al., 2015; Wasiak et al., 2014; 
Moi et al., 2016) with one study only having 6 individuals (Davis et al., 2014); studies 
were majority male (McAleavey et al., 2018; Nguyen et al., 2016; Park et al., 2008; Lee 
& Yom, 2013; Goverman et al., 2016; Kornhaber et al., 2015; Chin et al., 2018; Esselman 
et al., 2001; Moi et al., 2016; Wasiak et al., 2014). Also, some of the studies were 
conducted in Asian countries (Xie et al., 2011; Lee &Yom, 2013; Liang et al. 2012) and 




demographics may vary from those within the United States.  
Implications for Capstone 
The review of the literature illustrates a gap in the literature regarding specific 
interventions that target psychosocial adjustment and social reintegration among 
individuals with burn injuries during hospitalization and post discharge. There is 
currently a need to evaluate and refine existing interventions and develop and evaluate 
new interventions that address social reintegration (Blakeney et al., 2007; Attoe & 
Pounds-Cornish, 2015). Existing interventions need to be enhanced to ensure that the 
treatment interventions are addressing the long-term psychosocial challenges that impact 
an individual’s ability to socially reintegrate into society (Blakeney et al., 2007; Attoe & 
Pounds-Cornish, 2015). 
Based on the literature review, implications for research within the context of 
Firefighters Burn Center at Regional One Health included the selection of the outcome 
measure. The outcome measures used frequently throughout the literature include quality 
of life (Overall Quality of Life Scale, The CARe Burn Scale, and Satisfaction With Life 
Scale), health status (36-item Short Form Health Survey and Burns Specific Health 
Scale-Brief), coping ability (The Brief COPE avoidance and acceptance subscales), 
satisfaction with appearance (Satisfaction with Appearance Scale), community 
integration (the Community Integration Questionnaire), and social participation (LIBRE 
Profile and Social Integration Questionnaire). It is important that outcomes used to 
measure social reintegration use a variety of different measures or a single measure that 




social reintegration. Future research in the field should explore the effectiveness of 
clinical interventions and the impact that psychosocial outcomes have on social 
reintegration.  
Another implication from the findings is the timeframe for collection of outcome 
data. Taking into consideration that individuals post burn often take months to years post 
discharge to gain an understanding of how their burn impacts their quality of life and 
social participation, most research studies are conducted months to years after injury. 
Many studies opted to have participants who had an injury within the last year included 
in their study (Dahl, Wakman, & Wengstrom, 2012; Schulz et al, 2019; Elsherbiny, 
Salem, El-Sabbagh, Elhadidy, & Eldeen, 2011; Li, Wu, & Xu, 2018; Goverman et al., 
2016; Ciofi-Silva et al., 2010; Kornhaber et al, 2015, Liang, Wang, Yao, 2012; Patterson 
et al., 2000). Due to the relatively small population of individuals who experience a 
severe burn injury and the limitations of collecting data from patients post discharge from 
services, studies often conducted outcome measurements on a large range of injury dates 
of individuals post injury, with one study looking at patients with the injury occurring 
anywhere from 12 years to 50 years since injury, to ensure that there was a large enough 
sample size.  Kornhaber et al (2015) planned to conduct a study that included individuals 
who had a burn injury over the last 4 years but due to low response rate expanded the 
study to individuals who had a burn over the last 8 years. The implication of the literature 
review for the data collection time period was the development of a data collection 
method that included a wide range of individuals by collecting data from individuals with 





 A literature review to address social reintegration and the psychosocial 
components related to social reintegration revealed that  interventions should involve 
looking at the individual as a whole to address their specific needs; ensure they have 
social support from others; include development of strategies to integrate into society 
successfully, and provide education on social interactions for an individual and their 
social network. Currently the evidence on the effectiveness of these interventions is weak 
with most studies including small sample sizes and limited detail on the interventions 
conducted. The designs from the most current, evidence-based articles guides the design 
of this current project; the main implications for the design were: data collection was 
collected from 3 months to 5 years post discharge and an outcome measure that measures 




CHAPTER THREE:  DESCRIPTION OF CAPSTONE PROJECT 
Introduction 
This capstone project is an evaluation of the social reintegration program at the 
Firefighters Burn Center at Regional One Health in Memphis, Tennessee and a quality 
improvement activity to ensure the center is providing the highest quality of care to 
patients with severe burns. A comparison of outcomes to other national burn centers 
utilizing Phoenix Society’s database was completed using outcomes collected by Phoenix 
Society in order to determine if there are areas of need that are not being met by the 
current program in place. As mentioned in chapter one, medical advancements over the 
last couple of decades have led to a higher survival rate of individuals experiencing 
severe burns evaluation of the current social reintegration program that is producing 
positive results and understanding the components that make it effective (Baldwin et al., 
2018; Wisely & Tarrier, 2001; American Burn Association, 2016; Goverman et al., 2016; 
Stoddard, Ryan, & Schneider, 2015). The literature supports the need for the refinement 
of existing interventions for social reintegration to ensure they are focusing on the long-
term psychosocial difficulties that impact an individual’s ability to reintegrate into 
society (Blakeney et al., 2007; Attoe & Pounds-Cornish, 2015).  
To ensure that this capstone project reflects current evidence-based practice, a 
literature review was conducted in the initial phase of the project. Drawing from the 
evidence presented in chapter two the program uses a validated and widely used 
measurement tool to collect data. The literature drove the projects design including the 




The Firefighters Burn Center at Regional One Health is the only burn facility in the 
United States that operates as a closed unit, so all burn surgeries, nursing, rehabilitation, 
and care is provided by a specialized team of providers. The social reintegration program 
at Firefighters Burn Center at Regional One Health is a certified SOAR (Survivors 
Offering Assistance in Recovery) volunteer program. The SOAR program was developed 
by Phoenix Society to provide peer support to individuals who sustained a burn injury 
(Phoenix Society, 2019). SOAR peer support is typically provided on an individual basis 
or in a group support format (Phoenix Society, 2019). The program at this specific site 
integrates the core components of the program and implements them slightly different 
than the traditional model to cater toward their cliental. The social reintegration program 
at Regional One Health is made up of 4 main components:  
• Peer support volunteers: Previous patients at the burn center who have 
experienced a burn come in weekly to connect with current patients to share their 
experiences and serve as a role model to inspire and empower individuals on their 
path to recovery. These volunteers have been through the SOAR volunteer 
program training. Instead of having scheduled one on one meetings, as is the 
typical SOAR model, the volunteers integrate into the therapy clinic setting and 
provide support to multiple patients, sometimes individual and sometimes in a 
group. The volunteer answers questions, gives advice, and makes 
recommendations based upon the patient’s current stage in recovery, and is able 
to motivate patients to understand the importance of therapy and that they can 




• Burn patient’s monthly meetings: Meetings are held monthly for current and past 
burn patients and their families. The meetings are utilized as a chance to allow 
individuals who are going through the same experience to connect and allow 
attendees to talk to burn team members about any of their psychosocial concerns.  
• Group recovery environment: Once medically stable, all occupational and 
physical therapy sessions (ICU, acute care, inpatient rehabilitation, and outpatient 
rehabilitation) for an individual are conducted in a clinic with multiple other 
patients concurrently.  Having approximately six to twelve patients in the room 
simultaneously fosters an environment where patients can learn from each other 
since they are at different stages of recovery and begin to form relationships to 
aide in their social reintegration. It promotes fellowship and recovery as a group 
so that patients who have been away from normalcy for weeks can begin to feel a 
sense of belonging again. 
• Continuum of care: Occupational and physical therapy sessions throughout the 
process of recovery, from the ICU to outpatient rehabilitation, are provided by the 
same therapists to allow a relationship and a bond to be built between therapist 
and patient. The development of a therapeutic relationship over months of therapy 
sessions enables the patient to ask more personal questions and enables the 
therapist to address reintegration concerns that are particularly pertinent to that 
individual. Before discharge therapists talk to patients about their reintegration 





The unique features of the center’s social reintegration program further necessitated the 
need for an evaluation of the program to ensure it is having positive effects on patient’s 
social reintegration. The desired outcome from this evaluation is an understanding of the 
center’s social reintegration program’s effectiveness to make improvements to the current 
program if needed.  
Important Features 
The current lack of literature necessitates the need for the evaluation of the 
effectiveness of services under the current guidelines. In order to effectively evaluate the 
current program, multiple steps were taken. The first key feature of this evaluation 
included a literature review to gain an understanding of the current trend in social 
reintegration programs and their effectiveness. Next, was the development of a reliable 
and effective system for outcome measurement administration and collection to obtain 
data related to social participation at the present site. Then, a data analysis of the results 
was completed to determine the effectiveness of the social reintegration program and 
factors that impacted an individual’s social participation. Finally, a report of the results 
was conducted for improved implementation of social reintegration programs at 
Firefighters Burn Center at Regional One Health and at hospitals nationwide. 
Methods of Delivery 
The evaluation was delivered through direct contact with patients at the center to 
gain quantitative and qualitative data to determine the effectiveness of the social 
reintegration program and to determine if there are unmet needs within the current 




interviewing current patients during or after their treatment sessions. 
Project Plan 
This project had 6 activities including a literature review, identification of social 
reintegration outcome measures, participant recruitment, development of a systematic 
plan for the collection of outcome data, data analysis, and a final report.   
Literature Review 
A literature review was conducted as the initial stage of the capstone to gather a 
better understanding of the current research and to systematically synthesis the existing 
literature focused on social reintegration after a burn injury. It provided a base to 
understand the current interventions that address social reintegration and their 
mechanisms of action. The literature review was also utilized to design this project to 
ensure the project’s design was based in evidence and was designed in a feasible format. 
The literature review helped determine the most reliable and valid outcome 
measurements for social reintegration post burn injury and the methods that were utilized. 
It will also provide a base to understand the current interventions that address social 
reintegration and their mechanisms of action. 
A systematic electronic search was conducted using the databases: Burn Care and 
Research, PubMed, Burns, and Burns Open. Search terms reflecting burn rehabilitation 
and social reintegration were utilized. Articles included were peer-reviewed, within the 
last 20 years, and were written in English. In addition, the references were reviewed of 
each article to identify additional studies. Information from articles was compiled into a 




extrapolated for the development of an evidenced based project. 
Identification of Outcome Measures 
Social reintegration is interrelated and intercorrelated with many other 
psychosocial factors, so it was important that the outcome of program effectiveness for 
social reintegration also included aspects such as return to work, quality of life, mental 
health, physical function, and community reintegration (McAleavey et al., 2018; Davis, 
Gorgens, Shriberg, Godleski, & Meyer, 2014; Blakeney et al., 2007).  The selection of 
the outcome measurements was based on findings from the literature review and the 
patient population. Due to the complex nature of social reintegration multiple methods 
for outcome measurement and different outcome measures were chosen. Furthermore, 
individuals at different time periods of their recovery participated in different aspects of 
the data collection in order to capture a more complete picture of the short-term and long-
term effectiveness of the program. 
Based off the literature review it was determined that an effective method for 
assessing overall social reintegration was a quality of life survey due to the 
interrelatedness of psychosocial factors and the correlation between an individual’s 
quality of life and social participation. Furthermore, quality of life surveys ask questions 
specific to social reintegration while also looking at the many other psychosocial aspects 
that impact social reintegration making it an effective method in practice since 
realistically patients are unable or unwilling to complete multiple surveys.  
A main component of the literature review was to determine the outcome measure 




outcome measures that are designed to evaluate quality of life outcome measures that are 
validated for use with burn patients: The CARe Burn Scale (Griffiths et al., 2017), the 
Burn Specific Health Scale–Abbreviated (BSHS-A) (Kildal, Andersson, Fugl-Meyer, 
Lannerstam, & Gerdin, 2001), the Burn Specific Health Scale-Brief (BSHS-B) (Ryan et 
al., 2013), and the Young Adults Burns Outcomes Questionnaire (YABOQ) (Ware, 
Snow, Kosinski, Gandek, 1993).  It was decided not to use the Young Adults Burns 
Outcomes Questionnaire because it limited the data collection to only those19- to 30-
years of age which is only a small portion of the burn centers population. The 
Abbreviated Burn Specific Health Scale (BSHS-A) is an abbreviated version of the Burn 
Specific Health Scale (Kildal et al, 2017; Ryan et al., 2013). These scales are validated 
globally for use with burn patients however, the development of the scale did not include 
patient interviews to gain an understanding of their perspective (Kildal et al, 2017; Ryan 
et al., 2013; Griffiths et al., 2017).  Also, the scales include 144 items (BSHS-B) or 80 
items (BSHS-A), which can be time consuming scales which may make it difficult to find 
participants willing to complete the survey (Kildal et al, 2017; Ryan et al., 2013; Griffiths 
et al., 2017). The CARe Burn Scales was selected because it went through a rigorous 
development process including patient interviews, has been validated for use with 
patient’s with burns, and it and has multiple sections that focus on social aspects 
(Griffiths et al., 2017). It includes 53 questions with14 different subscales including a 
scale on “social situations,” “family,” and “friendships.” The outcome measure as a 
whole focuses on quality of life but asks questions specifically related to social 




Since 2016, patients discharged from inpatient rehabilitation were given a patient 
satisfaction experience survey at discharge. Information gathered from this survey was 
retrospectively used to gather information on patient’s perceptions on the center’s 
rehabilitation program, specifically the quality of therapy services and the quality of the 
therapy room environment. Current patients, who were discharged from inpatient 
rehabilitation during the three-month data collection period, filled out a survey on day of 
discharge (Factors in Recovery and Evaluation of Social Reintegration Program 
Questionnaire). The survey included information on the factors that were important to the 
individual’s recovery and if/how the peer support services provided during their inpatient 
rehabilitation were supportive in their recovery. This survey served to gather an 
understanding of how the individual perceived the services provided to them immediately 
after receiving the services and if these services prepared them for reintegration at 
discharge. Lastly, the CARe Burn Scale was administered to former patients ranging 
from 3 months to 5 years post burn injury to gather an understanding of their perception 
on their long-term integration. 
 Due to the time constraints of this project, this project was completed within a 
three-month period, most patients were unable to fill out both the survey at discharge and 
the survey collected 3 months to 5 years post injury. Data was collected at both time 
periods to understand how patients felt about the social reintegration program and how 
they were doing months to years post discharge to evaluate effectiveness. Individuals 
who filled out a survey about reintegration at discharge would not have accurate 




Literature suggests important time periods for data collection: at discharge, 2 
months post-burn, 6 months post-burn, and 12 months to 5 years post-burn in order to 
fully understand the effectiveness of the intervention (Perry, S., Difede, Musngi, Frances, 
& Jacobsberg, 1992, Kornhaber et al., 2015; Kornhaber et al., 2014; Moi et al., 2016; 
Moi et al., 2018). Due to the time limitation of this capstone study, data was collected at 
discharge from current patients and months to years post discharge for past patients to 
allow for data collection at multiple time periods.  
Outcome measures utilized: 
• Patient Satisfaction Experience: A survey administered at discharge of inpatient 
rehabilitation. This survey was already in place at the site and has been used for 
the past three years. The rehabilitation technicians, who had been administering it 
for the past three years, continued to administer the survey for continuity.  The 
participants marked how they perceived the support they got during their 
rehabilitation process and the clinic space on a five-point Likert scale. Refer to 
Appendix 1. 
• Factors in Recovery and Evaluation of Social Reintegration Program 
Questionnaire: This questionnaire consisted of two parts. Participants completed 
the questionnaire adapted from Sproul et al., 2009 with guidance from primary 
investigator. The questionnaire was adapted, to meet specific patient needs. It was 
administered to all patients during the data collection period upon their discharge 
from inpatient therapy. The questionnaire focused on the support systems 




of social reintegration services provided during their stay, and if the environment 
at the center was constructive to their recovery. In the first half of the 
questionnaire, participants marked how they perceived the support they received 
from family, burn team, significant others, speaking to another individual with a 
burn injury, and friends. On the second half of the assessment participants 
indicated their level of agreement or disagreement on a five-point Likert scale to 
seven different statements related to peer support. Refer to appendix 2. At the end, 
participants were asked if they had any more additional comments on the social 
support provided during their stay.  
• The CARe Burn Scales: Past patients who were discharged from inpatient 
rehabilitation and had a burn injury from 2016-2019 were contacted via phone to 
complete The CARe Burn Scales. Participants who could not be contacted via 
phone call but were receiving outpatient services were approached after their 
outpatient therapy session. Participants completed the scale with guidance from 
the primary reviewer, who read the questions to them and made sure they 
understood the question being asked. The scale consists of 53 items and 14 
different subscales looking at: wound/scar discomfort, physical well-being, 
wound/scar treatments, wound/scar dissatisfaction, avoidance behaviors, social 
situations, friendships, work, family, self-worth, negative mood, intimacy, trauma 
symptoms, and positive growth after a burn injury. Before starting to ask 
questions from the scale participants were asked if they believed the services 




the hospital helped them be able to get back to doing their everyday life activities 
and allowed the individual to continue to do social activities. After completing the 
scale, the participants were reminded the reason for the study and were asked if 
they had any additional comments on the social reintegration program at the site. 
Participant Recruitment 
The hospital’s medical record database was searched to identify patients to 
complete the CARe Burn Scales. The database was searched for patients who were 
admitted to the burn unit between 2014-2019 and who received intensive five hours a day 
of inpatient rehabilitation. Those who met the inclusion criteria were identified through 
the existing hospital database and were approached by an occupational therapist student 
conducting research in the burn center. Participants were included if: (1) they had 
received or were currently receiving care at the burn center; (2) their length of stay at the 
hospital was at least 4 days (3) their injury occurred 3 months- 5 years previously; (4) 
they were 18 years of age or older; (5) they did not leave the hospital against medical 
advice; and (6) they spoke English. Those with one of the following conditions were 
excluded: (1) those with a severe cognitive or communication condition that interfered 
with their ability to answer the questionnaire; (2) those who refused to participate in the 
investigation; and (3) those who did not fill out the questionnaire forms completely. 
The patients contacted for inclusion in the study were informed that participation 
was voluntary, and they could withdraw or refuse to answer the questionnaires at any 
time, informed of the aim of the investigation, and that data would be treated with 




Of the 628 patients admitted to the hospital with a primary diagnosis of a burn 
injury from 2014 to 2019, 219 patients met the inclusion requirements. The burn center is 
located in a metropolitan center that receives referrals from an extensive catchment area 
so in order to optimize participant’s ability to participate in the interview, interviews were 
conducted over the phone. Participants were initially contacted via phone calls or eligible 
patients were approached in the clinic if they met the inclusion criteria and had not 
already been reached by phone. Sixteen patients with burn injuries were reached by 
phone and one declined to participate in the study. Five additional patients were reached 
during return visits to the clinic. 
Development of a Systematic Plan for the Collection of Outcome Data 
Once the appropriate outcome measures were determined and the population was 
identified, a system was implemented to collect the outcome data at the site. Data on 
needed medical information and demographic information was collected through search 
of electronic medical records. The following medical and demographic outcome 
information was taken from the charts:    
1. Localization of burn-visible (face and/or hands) or not visible (all other 
than these locations) 
2. Extent of the surface of burn- TBSA 
3. Date of burn 
4. Date of injury 
5. Length of stay 




7.         Reason for the burn injury 
During the data collection period for this project the rehabilitation technicians continued 
to administer the Patient Satisfaction Experience at discharge, the Factors in Recovery 
and Evaluation of Social Reintegration Program Questionnaire was collected by the 
principle reviewer (Boston University occupational therapy student) at discharge, and the 
CARe Burn Scales was collected by the principle reviewer via telephone or interview in 
the clinic 3 months-5 years after their date of injury. 
Based upon the site’s resources and needs, an outcome measurement system was 
put in place to continue to collect data months after discharge. At the end of the project, 
the rehabilitation technicians were educated on administering the Factors in Recovery 
and Evaluation of Social Reintegration Program Questionnaire in conjunction with the 
Patient Satisfaction Experience at discharge for continuation of data collection. All staff 
members received education on the CARe Burn Scales and the steps utilized to 
implement so if they determine they want to continue to collect data at the end of this 
project they will be able to implement it with ease. Continuation of the current 
measurements would allow for a larger sample size of participants and provide an 
opportunity to have multiple data collection periods on participants to analyze how their 
responses change over time. 
Data Analysis 
Data analysis was conducted to determine the mean at which individuals reported 
certain answers to the CARe Burn Scales, to determine if there were correlations between 




mean scores published from the creators of the scale. A data analysis was conducted to 
determine the percent at which individuals reported answers on the Patient Satisfaction 
Experience. Additionally, a data analysis was utilized to determine the percentage of each 
answer on the Factors in Recovery and Evaluation of Social Reintegration Program 
Questionnaire. 
Reporting 
Lastly, a report was written highlighting the results of this study and 
recommendations of improvement for the program based on the results and the most 
current literature. A presentation of the results to the rehabilitation team (occupational 
therapists, physical therapists, and rehabilitation technicians) was given to optimize the 
ability of the current project to have an impact on the site. The purpose of the report was 
to disseminate the information found during the data analysis and to educate staff on the 
effectiveness of the current program at the Firefighters Burn Center at Regional One 
Health and the effectiveness compared to published data from the developers of the 
CARe Burn Scale. The education of the results to the staff was important for overall 
development of the program and improvements in the therapist’s practice. 
The Personnel 
The primary personnel included in the evaluation of the program included an 
occupational therapy student from Boston University (myself) and Sandra Fletchall, the 
manager of burn rehabilitation at Firefighters Burn Center at Regional One Health. The 
occupational therapy student served as the primary reviewer with supervision and support 




of occupational therapists, physical therapists, and rehabilitation technicians. When 
needed the rehabilitation technicians helped with the data collection process. One 
component of the data collection process was already being completed by the 
rehabilitation technicians and continued to be completed in that format to ensure 
consistency in the data collection method. 
Intended Recipients 
The intended recipients of this evaluation were the staff members at the 
Firefighters Burn Center at Regional One Health. The results of the evaluation were 
utilized to gain an understanding of the quality of services provided related to social 
reintegration and areas of improvement that could make the program better. The intended 
recipients of these improvements are individuals who are admitted for services at 
Firefighters Burn Center at Regional One Health. The intended recipients include 
members of the 14-bed ICU unit and patients seen in the inpatient and outpatient 
services. The evaluation was conducted on present patients seeking care at the facility 
with the hopes that it will provide better care for future individuals who seek services at 
the center. It is also hoped that the results of this evaluation will be published for 
adaptation of results to a larger population for improved burn rehabilitation care 
throughout the United States. 
Desired/intended outcome 
The desired outcome of this project was to determine the effectiveness of the 
social reintegration program at Firefighters Burn Center at Regional One Health 




various outcome measures. These results will be utilized to make improvements in the 
current program to ensure that the social reintegration program is providing the highest 
level of care to its patients so that they can easily transition back into society and 
continue to live life to their full potential.  
Potential Barriers and Challenges 
The biggest barrier in the implementation of this evaluation of outcomes was the time 
constraint that limited the data collection window. The entire evaluation process was over 
a 14-week time period allowing approximately 3 months for the collection of data to 
determine the results. To mediate this problem, past patients were contacted to gather 
information on their social reintegration since their discharge. For project sustainability, 
while at the site, a systematic system for data collection was developed in order for 
continued data collection for long term information gathering. Data collection 
methodology was designed to allow continuity in the program, but the results of the 
capstone may be limited due to the constraint in data collection timeframe which places a 
limitation on the true applicability of key points learned throughout the evaluation. 
Another barrier was the willingness of former patients to participate in the study. The 
literature review revealed that contacting former patients with burn injuries is difficult 
due to many factors such as the change in phone number since hospitalization. Another 
barrier was that some participants may be unwilling to share their experiences due to the 
emotional and physical trauma they endured from the injury and their unwillingness to 





Logic Model Guiding Evaluation of Outcomes 
There are multiple components that are correlated with social reintegration, so it 
is important that the evaluation of social reintegration outcomes include measurements of 
physical function, return to work, mental health, and quality of life, refer to Figure 4. 
Evaluation Plan 
 The effectiveness of this project was evaluated through regular meetings, a final 
report to Firefighters Burn Center at Regional One Health, and a dissemination 
presentation at Boston University. The desired outcome was achieved through the 
identification of the best outcome measures for social reintegration, a system to collect 
data was developed, an analysis of the data was conducted, and a presentation of results 
was completed. The long-term goal of this project was to improve program 
implementation and patient outcomes (quality of life, mental health status, and social 
reintegration) through ongoing analysis of outcome evaluation data. The development of 
an effective system for collecting outcome measurements, that are valid and reliable, was 
put in place and the effectiveness of the program was reported to staff members through a 
presentation. 
This project included a program evaluation (Precin, 2011). The first step of the 
program evaluation was to identify who received the services, followed by describing the 
services the recipients received (Precin, 2011). This involved asking rehabilitation team 
members what social reintegration programs and techniques they used and observing 












were chosen through literature review and an appropriate research design was identified 
including research questions (Precin, 2011). The last three steps were to review, analyze, 
and interpret the collected data, determine strategies for improvement, and disseminate 
the knowledge (Precin, 2011). All steps to evaluating the program were completed during 
the 14-week capstone experience. 
An outcome measure to determine quality of life and social reintegration was 
selected based on a thorough review of the literature. The CARe Burn scale was selected 
for its feasibility within the current context and its strong psychometrics. Furthermore, 
this measure was selected because it looks at multiple aspects of psychosocial support 
related to social reintegration. Additionally, two more scales were utilized: one developed 
by staff members and in place at the site already; another was modified from the 
literature. The existing measure looks at quality of care received and the outcome 
measure modified from the literature measures support systems utilized and their 
effectiveness in recovery. 
The effectiveness of the development of a data collection system was measured 
by the ability of the staff at the site to continue to perform the outcome measures for the 
next several months after the completion of this formal evaluation. The program will be 
effective if the outcome process is not financially or personally burdensome so that the 
site is easily able to continue in absence of the primary investigator. 
Finally, data analysis was completed to determine the effectiveness of the 
program and results were disseminated to staff members. The data analysis provided the 




other national burn programs. The data analysis resulted in a formal report of the results 
and recommendations which was disseminated to staff members at the site in order to 
ensure the highest quality of care to their patients. 
Data Analysis 
The Statistical Package for Social Sciences (SPSS [21.0]) was used to examine 
the results for all three outcome measures. All t-tests were two tailed and significance 
was assumed at P ≤ 0.05. 
The CARe Burn Scale Analysis: 
Participants  
Twenty-one (N=21) individuals with burn injuries who received rehabilitative 
services at the Firefighter Burn Center at Regional One Health participated in the CARe 
Burn Scale. The developers of the CARe Burn Scale published mean data for each item 
during the development of the scale. This published data was utilized as a comparisonThe 
comparison group and the individuals receiving care at Region One Health had similar 
percentages of TBSA, age, and cause of burn but differenced in time since injury 
(comparison group 23.6 years; treatment group:18.5 months) and gender (comparison: 
32.2% male; treatment: 72% male) so results should be interrupted with caution.  
Testing Procedures and Research Design 
All participants in the treatment group received social reintegration services 
through the Firefighter Burn Center at Regional One Health.  
Statistical Methods and data analysis 




responses. Table 1 illustrates a sample of items on the CARe Burn Scale, those 
particularly important in social reintegration, and results from the frequency analysis. 
This analysis revealed that 61.9% of individuals had not returned to work at the time of 
the evaluation, illustrating a need for greater emphasis on return to work during the 
rehabilitation process. The analysis revealed that 71.4% of individuals “always” felt part 
of a group of friends and 95.2% “always” felt accepted by their friends demonstrating a 
high percent of individuals who are comfortable with their social participation. While 
85.7% of individuals “always” accepted themselves, 42.9% of individuals “always” felt 
happy, and 71.4% of individuals “always” felt confident demonstrating good 
psychosocial outcomes for self-worth at evaluation. 
 
 Never Sometimes Often Always N/A 
New people looking at wounds 4.8% 19% 4.8% 71.4%  
Can make new friends 4.8% 9.5% 4.8% 81%  
Part of a group of friends 4.8% 19% 4.8% 71.4%  
Accepted by friends 0% 0% 4.8% 95.2%  
I accept myself 0%  14.3% 0% 85.7%  
I am happy 0% 23.8% 33.3% 42.9%  
I am confident 9.5% 14.35% 4.8% 71.4%  
Respected at work 9.5% 4.8% 0%  24.6% 61.9% 
I feel attractive 57.6% 9.5% 19% 4.8% 9.5% 
I feel low 52.4% 38.1% 9.5% 0%  
I feel angry with myself 71.4% 19% 9.5% 0%  
I feel ashamed 66.7% 28.6% 4.8% 0%  
I am a better person 4.8% 4.8% 23.8% 66.7%  
I am more considerate 0% 4.8% 14.3% 81%  
My life is more meaningful 4.8% 14.3% 14.3% 66.7%  




A one sample t test was utilized to determine if the treatment groups mean score 
for each item of the CARe Scale had any statistically significant difference from the 
comparison data. A higher mean score is associated with more positive results, with the 
exception of negative mood items (I find it difficult talking about burn injury, I feel low, I 
feel angry with myself, I feel ashamed) where a lower score is associated with a better 
outcome. The mean scores for the treatment group subscales that pertain to social 
reintegration can be found in Tables 2, 3, 4, & 5.  Participants that received social 
reintegration intervention at Firefighters Burn Center at Regional One Health had 
significantly better results for the social situations and the friend support subscales 
compared to previously reported results using the published data from the creators of the 
burn scale, refer to Table 2. Further, there were clinically significant results for the 
subscales self-worth, negative mood, family support, and intimacy, which are all 
questions that pertain to psychosocial outcomes and social reintegration, refer to Tables 3 
and 4. Lastly, participants scored significantly higher on all three variables of the 
subscale growth, refer to Table 5. 
Asterisk denotes clinical significance (≤ 0.05)  
Table 2: Social Situations and Friend Support Subscale 
  Treatment Comparison 
Social 
Situations 
Family members ask about wounds 3.33 3.12 
New people looking at wounds 3.42 2.69 
Showing wounds in public 3.14* 2.56 
Family members touching wounds 3.33* 2.70 
Friend 
Support 
I can make new friends 3.61* 3.12 
I feel part of a group of friends 3.42 3.14 
I feel accepted by my friends 3.95* 3.39 





Asterisk denotes clinical significance (≤ 0.05)  
Table 3: Self-worth and Negative Mood Subscales 
  Treatment Comparison 
Family 
Support 
Treated with respect 4.00* 3.61 
Listens to what I say 3.36 3.37 
Practically supported 3.67 3.46 
Emotionally supports 3.71* 3.27 
Intimacy I feel attractive 3.48* 2.29 
Comfortable with own body 3.95* 2.53 
Romantic partner asks questions about wounds 3.81* 3.09 
Romantic partner touches wounds 3.81* 2.75 
 
Asterisk denotes clinical significance (≤ 0.05)  
Table 4: Family Support and Intimacy Subscale 
 
Asterisk denotes clinical significance (≤ 0.05)  
Table 5: Growth Subscales 
  Treatment Comparison 
Self- Worth I accept myself 3.71* 2.89 
I am happy 3.19* 2.71 
It is easy to 
concentrate 
3.00 2.66 
I am confident 3.38* 2.58 
Negative Mood I find it difficult 
talking about burn 
injury 
1.47 1.65 
I feel low 1.57* 1.97 
I feel angry with 
myself 
1.38* 1.83 
I feel ashamed 1.38* 1.75 
  Treatment Comparison 
Growth I am a better person 3.52* 2.39 
I am more considerate to others 3.76* 2.69 




The bivariate Spearman’s Rank Order Correlation was utilized to measure the 
strength and direction of association between responses on the CARe Burn Scale and 
time since injury, length of stay, age, and TBSA. There was clinically significant positive 
correlation between time since injury with experiencing flashbacks, having bad dreams, 
feeling short tempered, and showing scars in public. There was a clinically significant 
positive correlation between length of stay and feeling attractive and between age and 
burn wounds being uncomfortable. There was a positive correlation between TBSA and 
being comfortable showing burn scars in public, being comfortable with people looking 
at burn scars, being comfortable with not covering burn scars, feeling ashamed, and being 
bothered about how scars looked overall.  
Interpretation of the Results: 
The analysis of the frequency of each answer revealed that overall individuals 
who had gone through the site’s social reintegration program were well adjusted 
individuals who were able to develop friendships and they had mostly positive 
psychosocial outcomes but reported low levels of return to work. Comparison to 
published data from the makers of this scale revealed statistically significant differences 
in outcomes with more positive results occurring at the Firefighter Burn Center at 
Regional One Health. Individuals at this center reported higher levels of being happy, 
feeling confident, and accepting themselves which are important assessments that target 
psychosocial health. Individuals reported higher levels of support from friends revealing 
that individuals were able to social reintegrate after hospitalization and continue to be 




public and allowing strangers and family members to look at wounds, so it appears that 
participants at this site feel more comfortable around family and in the community with 
their burn scars than those who participated in mean published data from the creators of 
the scale. Individuals reported more positive results in their mood and self-worth 
demonstrating more positive psychosocial outcomes than the comparison group. Lastly, 
participants in the study also reported statistically significant growth from this injury 
compared to others included in the published mean data demonstrating that participants in 
the treatment group are able to identify positives that came from their injury at a higher 
rate than the comparison. 
 As mentioned previously, the comparison data had higher numbers of females as 
compared to the participants in the current study. The treatment groups data was adjusted 
using a chi-square test to determine if there were any differences in responses between 
females and males on the CARe Burn Scale. There were five items out of 53 of the scale 
that showed clinically significant difference between males and females including: 1) I 
get upset when I think about my injury, 2) I find it difficult to let go of negative feelings, 
3) I find it upsetting to look in a mirror, 4) I am bothered about how noticeable my burn 
scars are when they are not covered, and 5) how often I am able to engage in all the 
physical activities I wanted to over the last week. There were no identified differences for 
the social situations, friend support, negative mood, growth, intimacy, self-worth, scar 
dissatisfaction, family support, and work life domains which are all important for social 
reintegration. 




comparison data in time since injury, an analysis of the treatment group answers was 
completed to determine if there was a correlation between time since injury and any of 
the items on the CARe Burn Scale. The analysis revealed that less time since injury 
resulted in higher rates of flashbacks, bad dreams, getting upset, feelings of short-
tempered, and uncomfortable showing scars in public. It appeared that time since injury 
had no impact on social situations, self-worth, family support, and friend support for the 
experimental group. 
Patient Satisfaction Experience Survey Analysis: 
Participants  
Eighty (N=80) individuals with burn injuries who received rehabilitative services 
between 2016 and 2019 at the Firefighter Burn Center at Regional One Health 
participated in the Patient Satisfaction Experience Survey at discharge from inpatient 
rehabilitative services.  
Statistical Methods and data analysis 
SPSS was utilized to determine the frequency of each item of the satisfaction 
survey. Analyses of the data revealed that 80% of participants reported the occupational 
therapist and the physical therapist’s listening skills were excellent. Eighty-two percent of 
participants reported excellent for the therapist’s ability to explain how the therapy 
program would be helpful to their goals. Seventy-two percent of individuals reported that 
the space and the equipment was excellent. Lastly, 100% of individuals reported that they 





Interpretation of the Results: 
The results suggest that participants found the rehabilitation services provided to 
them during their stay to be exceptional with 100% of individuals reporting they would 
recommend services. It also appears that the occupational and physical therapists were 
responsive to patients’ needs and able to help each patient through their recovery. 
Patients also enjoyed the space provided at the therapy clinic because they were able to 
interact with others but reported that they wish there was more space in the therapy clinic. 
Factors in Recovery and Evaluation of Social Reintegration Program Questionnaire: 
Participants  
Five (N=5) individuals with burn injuries who received rehabilitative services 
between May 2019 to July 2019 at the Firefighter Burn Center at Regional One Health 
participated in the Factors in Recovery and Evaluation of Social Reintegration Program 
Questionnaire at discharge from inpatient rehabilitative services.  
Statistical Methods and data analysis 
SPSS was utilized to determine the frequency of each answer. For the support 
section 100% of participants identified family support as very important and 60% and 
40% of participants identified the burn team member support as very important and 
important, respectively. Looking at support provided by a fellow burn survivor, 60% 
reported their support was very important and 40% reported it was important. While, 





For the services that provided support section, 60% of participants strongly agreed 
and 40% agreed that it was helpful to speak to someone else who had experienced a  
burn. Additionally, 80% of individuals strongly agreed that speaking to an individual 
with a burn injury provided hope for the future and 80% of individuals said that speaking 
to another individual with a burn injury gave them motivation for their own recovery. 
While, 80% of individuals strongly agreed and 20% agreed that the therapy room 
environment of having patients treated together supported their recovery. 
Interpretation of the Results: 
The sample size for this survey was small making it difficult to make 
generalizations. However, it appears that talking to individuals who had also gone 
through a burn injury is important in an individual’s recovery. It appears that it provides 
motivation for their recovery and it provides them with hope for the future. Also, it seems 
that key support systems during hospitalization are family, burn rehabilitation team 
members, and support provided by other individuals with a burn injury. 
Recommendations 
 Recommendations to the staff at Firefighter Burn Center at Regional One Health 
were provided through a presentation. Based on the analysis of the data the biggest area 
of concern was return to work  with 61.9% of individuals reporting not currently 
working. This is significantly higher than the current literature which estimates 21-50% 
of individuals experience occupational difficulty when returning to work post burn injury 
(van Baar et al., 2006). Specific recommendations were provide, which are supported by 




individual’s job, psychological assistance on the difficulties that could be encountered at 
work, providing resources for the return to work process, and providing education about a 
burn injury to coworkers (Kornhaber et al., 2014; Öster et al., 2010; Nguyen et al., 2016). 
 General recommendations given for overall site improvements included providing 
incentives for participation in monthly meetings. Ensure that individualized goal setting 
is conducted on each patient so therapy is patient-centered and motivating throughout 
their recovery process. It was recommended that the site continue to develop 
relationships with their patients in order to develop trust throughout their recovery and to 
continue to emphasis peer support as an important component of their program.  
 Additionally, it was recommended that the site continue to collect outcome 
measurement data for the next year in order to gather a larger sample size. It was 
recommended that the rehabilitation technicians who currently administer the Patient 
Satisfaction with Service Survey also administer the Factors in Recovery and Evaluation 
of Social Reintegration Program Questionnaire at discharge. It was recommended that an 
occupational therapist with interest in social reintegration take over the collection of the 
CARe Burn Scale. Lastly, it was recommended that data collected from individuals over 





CHAPTER FIVE: DISSEMINATION 
The results of this quality improvement activity will be disseminated through 
multiple avenues as there are many different populations that will benefit from the results 
of this project. Within the burn community, social reintegration is an important topic as 
individuals are surviving severe burns with medical advancements. The dissemination 
plan includes directing the results of this capstone project to individuals who will benefit 
from education on social reintegration amongst the burn population or to individuals who 
would be able to use the results to implement a social reintegration program or refine an 
existing program.  
 After completion of the project, results were shared with the rehabilitation staff 
members at the Firefighter Burn Center at Regional One Health through a formal 
presentation. A copy of the presentation can be found in Appendix 3. Results were shared 
with rehabilitation staff members in order to allow them to adjust their program based 
upon the results of the project. Recommendations for program adjustments were made 
based upon the needs found during the data analysis and the initial literature review. 
Additionally, former patients who had a burn injury who volunteer in the social support 
program were informed of the results of the project. They were included in the 
dissemination of results to empower them and to reinforce that their role as a volunteer 
has a purpose and to provide feedback on any areas in the volunteer program that may 
need improvement. This information was shared through an informal meeting during 
their volunteer time. 




Southern Region Burn Conference December 5–8, 2019 in San Antonio, Texas. An 
abstract has been submitted for review and is awaiting acceptance. A copy of the 
submitted abstract can be found in Appendix 4. The presentation will be conducted in a 
poster presentation format. This dissemination method was selected as the optimal 
method to engage a large audience but still be able to discuss the results of the project 
with attendees on an individual basis. This conference is a gathering of healthcare 
professionals that serve individuals with burn injuries and is an important audience to 
share the results of this project. It is an event that is designed for the distribution of 
evidence-based research to enhance the medical care provided to individuals after a burn 
injury. The results of this project will be shared at this event with the goal that it can lead 
to rehabilitation advancements focused on social participation at hospitals across the 
south.  
It is also proposed that the results of this project be disseminated to a wider range of 
occupational therapists through the submission of an article to OT Practice. OT Practice 
is the official magazine of the American Occupational Therapy Association (AOTA). It 
will provide clinical and educational materials to help occupational therapist understand 
the impact of burns on social reintegration and the important role of occupational therapy. 
 Lastly, it is proposed that these results be written as a research article for 
publication in a peer reviewed journal related to burns such as, Burn Care and Research, 
Burn, and Burns Open. The purpose of publishing these results would be to promote best 
practice for social reintegration and to inform future studies. It is hoped that it can be 




burn injury.  Publishing through these sources also allows the results to have the greatest 






Burn injuries are one of the most debilitating medical traumas that result in a 
higher risk of psychosocial distress and decreased quality of life (World Health 
Organization, 2018). Due to medical advancements in the last two decades, the survival 
rate for individuals with severe burn injuries has improved.  This had lead to a growing 
need for an emphasis on recovery and rehabilitation to optimize an individual’s 
reintegration into society and their overall function (American Burn Association, 2016; 
Goverman et al., 2016; Stoddard et al., 2015). The medical aspects of recovery for burns 
are well studied, but it can be argued that the rehabilitation process is just as important as 
it optimizes an individual’s engagement in their life, so it is imperative that more research 
is focused on the rehabilitation process (McAleavey et al., 2018).   
The recovery process for individuals with a burn injury involves a focus on the 
physical and psychological factors to optimize the individual’s ability to function fully in 
society (McAleavey et al., 2018). However, the exact components that make up an 
effective social reintegration program are still understudied and specific mechanisms of 
the program are not described in enough detail for replication (Blakeney et al., 2007; 
Attoe & Pounds-Cornish, 2015). Further, in the literature individuals continue to report 
poor social reintegration and psychosocial health despite the development of social 
reintegration programs nationwide (Kornhaber et al., 2014; Lee & Yom, 2013; Kornhaber 
et al., 2015). The intent of this project was twofold: 1) to gain an understanding of the 
effectiveness of the current social reintegration program currently in place at the 




make improvements to the program, based on a literature review and research on other 
national programs. 
The results of this project demonstrate that individuals with a burn injury who go 
through a social reintegration program can have positive social reintegration and 
psychosocial outcomes. Participants in this project reported the burn rehabilitation team 
was important in their reintegration and the group environment was important in their 
recovery process. Similarly, participants reported having peer support, someone who also 
had a burn injury, as an important factor in the recovery process as it provides hope for 
the future, empowerment, and knowledge about the recovery process. Participants at this 
site demonstrated statically significant differences on the CARe Burn Scale, which looks 
at quality of life, when compared to mean scores published by the creators of the scale. 
Participants showed significantly better scores in subscales related to social reintegration, 
particularly, social situations, friend support, self-worth, and negative mood subscales. 
An analysis of the data also revealed a low percentage of return to work for participants 
creating a need for greater attention to be focused on work reintegration during the 
recovery process. 
This project highlights the importance of a social reintegration program that is 
provided throughout the different stages of recovery, involves peer support, and is 
patient-centered. This project is unlike many published studies as it involved looking at 
the effectiveness of a specific program as the patient were receiving services or shortly 
thereafter, instead of a retrospective study approach. It is innovative in the fact that the 




effectiveness of their social reintegration program considering many similar hospitals are 
still in the development phase. Most current longitudinal studies retrospectively use large 
databases of information and do not specifically look at the needs of a specific site and 
the respective program’s concerns with their quality of care. Due to the lack of 
publication on different programs and designs, it is hoped that the effective results and 
the program design are published to allow for further replication of the program across 
the country. 
The implications of these findings include 1) a better understanding of the 
importance of the recovery and rehabilitation process for practice, 2) that burn care 
should be provided in a holistic approach, and 3) should be focused on a particular 
patient’s goals and needs. In addition, it is important that psychosocial support be 
provided early and ongoing throughout the recovery process. These findings illustrate the 
need for continued research on the effectiveness of social reintegration programs and 
their effect on individuals who have experienced a burn injury to ensure the most 
evidence based and highest quality of care is provided to the burn injury patient 
population.  
The importance of this project is the focus on the well-being of each individual 
patient. The design of an effective and efficient model of a social reintegration program 
will enable the patient to reintegrate into society more easily and engage more fully in 
occupations that are meaningful to the individual. The importance of an effective social 
reintegration program is far reaching beyond just the individual with a burn injury. 




functional abilities making it economically beneficial to family, insurance providers, 
health care institutions, and society as a whole. According to the World Health 
Organization in 2000, the cost of care for children with a burn was $211 million in the 
United States (World Health Organization, 2018) and the cost of care for adults was $1.5 
billion in 2010 with an additional $5 billion associated with lost work productivity 
(McDermott, Weiss, & Elixhauser, 2006). Furthermore, globally those with burn injuries 
experience the most years lived with a disability demonstrating the high burden a burn 
injury can have on society (Haagsma et al., 2016). However, support from the burn team 
throughout a patient’s recovery can mitigate an individual’s disability and the financial 
strain these can have on society (Mandal, 2007).  
It is recommended that future research continue to examine the effectiveness of 
different program designs and their impact on social reintegration for individuals with 
burn injuries. This project indicates the need for additional research focused on long-term 
outcomes with multiple data collection points, a longer data collection period, and a 
larger sample size. It is suggested that future studies investigate the different social 
barriers individuals with a burn typically experience to enable an understanding and an 





Appendix 1: Patient Satisfaction Experience 
1. The OT and PT’s listening skills were: 
____excellent ____good ____ fair ____poor ____ does not apply 
2. The therapists explained how the therapy program would help me to reach my 
goals 
____excellent ____good ____ fair ____poor ____ does not apply 
3. If I was having a difficult day, the therapist provided alternative ways to help me 
reach my goals 
____excellent ____good ____ fair ____poor ____ does not apply 
4. The skills of the therapist to help me overcome my problems were: 
____excellent ____good ____ fair ____poor ____ does not apply 
5. The space and equipment, where I received therapy was: 
____excellent ____good ____ fair ____poor ____ does not apply 
6. Would you recommend burn rehabilitation therapy to other individuals? 




Appendix 2: Factors in Recovery and Evaluation of Social Reintegration Program 
Questionnaire: 
 
Importance in recovery:  
1. Family support 
____Very important ____Important ____ Somewhat important ____Not 
important ____ Not at all important  
2. Burn team members 
____Very important ____Important ____ Somewhat important ____Not 
important ____ Not at all important  
3. Significant others 
____Very important ____Important ____ Somewhat important ____Not 
important ____ Not at all important  
4. Speaking to a burn survivor 
____Very important ____Important ____ Somewhat important ____Not 
important ____ Not at all important  
5. Friends 
____Very important ____Important ____ Somewhat important ____Not 
important ____ Not at all important  
Please rank how the services provided impacted you: 
1. Speaking with another individual who had been burned gave me hope about 
the future: 
____strongly agree ____agree ____ neutral ____disagree ____strongly disagree 
2. Speaking with another individual who had been burned helped me learn 
more about the recovery process for burn injuries: 
____strongly agree ____agree ____ neutral ____disagree ____strongly disagree 
3. It was helpful to speak to someone else who has been burned: 
____strongly agree ____agree ____ neutral ____disagree ____strongly disagree 
4. Speaking to another individual who had been burned motivated me about 
my own recovery: 




5. I would recommend that newly injured burn patients speak with someone 
who has been through the recovery process of a burn injury: 
____strongly agree ____agree ____ neutral ____disagree ____strongly disagree 
6. The therapy room environment of having patients treated together 
supported my recovery: 
____strongly agree ____agree ____ neutral ____disagree ____strongly disagree 
7. I learned from other patients at some point throughout my recovery: 
____strongly agree ____agree ____ neutral ____disagree ____strongly disagree 





























































Appendix 4: Abstract for Dissemination 
Background: Due to medical advancements the rate at which individuals are surviving 
burns has increased, with a 96.8% survival rate (American Burn Association, 2016; 
Goverman et al., 2016; Stoddard, Ryan, & Schneider, 2015). These improvements in 
survival rates over the past several decades have led to an augmented need for research 
focused on social reintegration among individuals post-burn in order to improve their 
overall reintegration back into society and their psychosocial wellbeing (Attoe & Pounds-
Cornish, 2015; Goverman et al., 2016; Rowan et al., 2015; Sen, Palmieri, & Greenhalgh, 
2014). The trauma and difficulty with adjusting post burn injury can have lasting impacts 
on an individual’s psychosocial wellbeing and social integration because of the changes 
in roles, routines, and occupations often experienced (McAleavey et al., 2018; Cartwright 
et al., 2019; Attoe & Pounds-Cornish, 2015). Individuals with burn injuries often report 
that their psychosocial needs were not met during the rehabilitation process with 44% 
reporting they did not receive the provisions they needed for psychosocial support 
(Wisely & Tarrier, 2001). The aim of this project was to evaluate the current social state 
of individuals with prior burn injuries based on an individual’s quality of life and their 
perceived social participation. Methods: Using a prospective study design, patients who 
survived a burn injury between 2017 and 2019 were recruited from a single American 
Burn Association verified burn center to discuss their experiences of long-term burn 
treatment related to social participation and social reintegration at the burn center. Their 
medical data was collected though hospital records. Their social reintegration was 
assessed through semi-structured interviews and the completion of Burn Specific Health 
Scale-Brief (BSHS-B) to determine quality of life as it relates to social participation post 
burn. Univariate and multivariate regression analyses were used to identify perceived 
levels of social reintegration and factors that correlate to social reintegration. Results: 
Preliminary results suggest that at least 80% of individuals report positive social 
reintegration post burn injury due in part to the site’s social reintegration program. 
Additionally, 96% of individuals report that they enjoy the communal social environment 
at this setting because it allows them to socialize with other individuals with a burn injury 
and learn from one another. This is an ongoing study with more up to date information to 
come. Conclusions: The findings suggest that peer support provided during the inpatient 
rehabilitation process is a beneficial resource to enable individuals to reintegrate into 
society after a burn injury. The results support the continuation of the current social 




1. By the end of the presentation the audience will understand the importance of 
providing social support beginning at admission to individuals with a burn injury. 
2. By the end of the presentation the audience will develop an understanding of how 





Appendix 5: Executive Summary 
Social Reintegration for Individuals with a Burn Injury 
Firefighter Burn Center at Regional One Health 
Ereann Kilpatrick  
Jennifer Kaldenberg & Sandra Fletchall  
  
Medical advancements for burn injuries over the last couple of decades have led 
to improvements in survivorship yet has created a greater concern for possible 
psychological and psychosocial morbidity for individuals (Stoddard, Ryan, & Schneider, 
2015). The need to focus on the psychosocial recovery process of individuals with 
experiencing a burn injury is great, as 40,000 individuals each year require 
hospitalization due to a severe burn injury (American Burn Association, 2016). One third 
of individuals with burn injuries report psychosocial challenges requiring support 
following their injury and 56% of inpatient patients report that their psychosocial needs 
were not met during their rehabilitation (Baldwin et al., 2018; Kleve & Robinson, 1999). 
The psychosocial health of an individual is particularly pertinent as it impacts overall 
function and an individual’s ability to be an active member of society (Attoe & Pounds-
Cornish, 2015). 
A comprehensive review of the literature concluded that there is an inadequate 
research focused on the psychosocial recovery process of individuals with a burn injury 
and further, the published data on intervention studies did not elaborate on components of 
the programs (Blakeney, Partridge, & Rumsey, 2007). In response to the lack of 
documented effectiveness of social reintegration programs and documented components 
that ensure the program’s success, this project was developed. The objective of this 




gather a better understanding of the program effectiveness and to determine if any 
improvements are needed within the current program. 
The components of a social reintegration program utilized at this site include peer 
mentorship, development of therapeutic relationship between therapist and patient, 
monthly burn support groups, and the development of individualized goals and action 
planning that meet the patient’s personal needs and desires. The effectiveness of these 
components was measured through three outcome measures focused on quality of life, 
perception of rehabilitation services received, and perceived effectiveness of supports 
during hospitalization. Individual’s at this site reported statistically significant better 
quality of life measurements in multiple categories that relate to well-being and social 
interactions then a group of peers. Individuals report high levels of satisfaction with 
services provided with 100% recommending this center for rehabilitative services and 
100% of individuals reporting that the burn rehabilitation team was either “important” or 
“very important” in their social recovery. This project highlights how a social 
reintegration program can be an effective tool to encourage reintegration after a burn 
injury. 
The area of concern identified during this project was return to work after a burn 
injury with 61.9% of individuals at this site identifying as not returning to work at time of 
evaluation. It is recommended that moving forward staff begin back to work training 
from the beginning of hospitalization, understand necessary skills needed to engage in an 
individual’s occupation, identify activities to work towards being able to independently 




return to work is not feasible. Further, the staff received recommendations on newer 
programs in the literature and ways to implement them at their site such as the 
implementation of an activity group that gave individuals with a burn injury a chance to 
socialize with individuals going through the similar process.  
Although substantial progress has been made over the last decade in addressing 
the social reintegration needs of individual’s psychosocial recovery. Much more work 
remains to be done to ensure the effectiveness of programs and development of best 
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